Bone lesions in chronic granulocytic leukaemia Sir, Bone involvement is seen commonly in acute leukaemia but occurs rarely in chronic granulocytic leukaemia (CGL).'-2 Among 370 patients with CGL seen between July 1984 to June 1988, 14 (3.7%) developed bone disease. Bone involvement occurred within 1-120 months (median-24 months) of diagnosis and presented with severe localized bone pains (13/14), bony swelling (6/14), difficulty in walking (4/14) and paraplegia (1/14) . The various sites were: spine-4, pelvis-3, skull-3, tibia-4, and femur, mandible, sternum, talus in one patient each. The lesions were single in 10 and multiple in 4 patients. Radiologically the lesions were osteolytic permeative in 10, multiple punched out in 2 A 66 year old woman with a sudden onset of severe retrosternal chest pain of 1 hour's duration was referred with a suspected myocardial infarction. The pain woke her up from sleep, radiated to her throat and culminated in a sensation of choking. She denied recent vomiting, retching, dysphagia or dyspepsia. Previously she had been fit and well, and was a teetotaller. Clinical examination was normal. The blood count showed a haemoglobin of 13.4 g/l and platelet count and white cell count were within normal limits. The electrocardiogram and chest X-ray were normal. Serial cardiac enzymes and coagulation studies were later found to be normal.
Thrombolytic treatment was withheld. The following day she complained ofdysphagia and pain on swallowing. Endoscopy showed pronounced bulging of the posterior oesophageal mucosa extending from the upper oesophagus (approximately 25 cm from the tip of the endoscope) 5 cm distally. No oesophageal tear, hiatus hernia, gastric or oesophageal lesions were seen. The appearance was that of an intramural oesophageal haematoma and repeat oesophagoscopy at 10 days showed clear signs of it reducing in size. Follow-up endoscopy at 4 weeks revealed almost complete resolution of the haematoma and the oesophageal mucosa looked normal. She was treated conservatively and her recovery was rapid and complete.
Painful dysphagia, haematemesis and retrosternal chest pain are well documented as common presenting symptoms of spontaneous oesophageal haematoma.5 However, the only presenting symptom may be severe retrosternal chest pain. This patient would have fulfilled the criteria for thrombolytic treatment in most institutions where electrocardiographic evidence of myocardial infarction is not essential. The consequences of such
